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LETTERS TO THE EDITORRegarding “Value of the duplex waveform at the
common femoral artery for diagnosing obstructive
aortoiliac disease”
We read with interest the article the value of femoral duplex
waveform for diagnosing aortoiliac arterial disease by Spronk et al.1
Although it is known that spectral Doppler waveforms beyond a
critical stenosis or occlusion may appear normal (triphasic or
biphasic) at rest, they often become abnormal when reactive hy-
peremia is used.2
We have a limited experience of patients (n  46) with
disabling claudication in whom we used the exercise test (patients
were asked to walk on level ground until initial claudication
distance). We repeated the femoral duplex waveform analysis and
compared it with the same at rest (unpublished data) The appar-
ently normal waveform turned monophasic in 32 patients (70%).
Out of the 46 patients, angiography was performed in 38, and the
findings encountered were iliac artery diameter stenosis greater
than 50% in 26 and iliac artery occlusion in 8. On correlating
postexercise duplex findings with the angiography findings, we
found the duplex results to be abnormal in 80% (22 of 26) of
patients with iliac artery stenosis and in 88% (7 of 8) of patients
with iliac occlusive disease.
This limited experience also has other limitations: angiogra-
phy could not be performed in eight patients for various reasons,
and blinding was not used, thus raising the possibility of observer
bias. However, further experience with use of adjuvant methods
may provide us with more data regarding the diagnostic utility of
common femoral artery duplex scanning in aortoiliac artery disease.
Sumit Kapadia, DNB Fellow
Tarun Grover, Consultant
Rajiv Parakh, Head
Department of Vascular and Endovascular Surgery
Sir Ganga Ram Hospital
New Delhi, India
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Reply
We thank the authors for their interest in our article and for
their valuable comments. Their experience suggests that it makes
clinical sense to perform Duplex scanning also after exercise, with
the aim to uncover vascular stenosis not seen at rest. It is estab-
lished clinical practice to elicit a pressure decrease across an iliac
artery stenosis by inducing increased flow by using intra-arterial
papaverine, to identify hemodynamically significant obstruction.
The increased flow also results in increased ^ PSV at the site of the
stenosis.1 However, hyperemic duplex scanning of the aortoiliac
arteries is more difficult to perform than duplex scanning at rest
because most patients are breathing heavily after exercise. The
lower pressure distal to the obstruction, it seems, may also affect
the more distal duplex flow pattern. There might be a certain point
428at which the large pressure decrease would affect the flow signifi-
cantly and would also affect the resistance of the vascular bed
significantly. Therefore, the normal duplexwaveform at the common
femoral artery measured at rest may become abnormal (monophasic)
after exercise. It is known that, for the same reason, patients can have
a normal ankle-brachial index in rest, whereas it decreases after
reactive hyperemia. Althoughmore research is needed to prove this
point, we agree that the addition of exercise testing may indeed
increase the sensitivity of the Duplex waveform for detecting
aortoiliac stenotic disease.
Sandra Spronk, MSc
Peter M. T. Pattynama, MD, PhD
Vascular Laboratory
Ikazia Hospital
Rotterdam, The Netherlands
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Regarding “Prevention of renal failure in patients
undergoing thoracoabdominal aortic
aneurysm repair”
In December 2004, we published the article “Prevention of
renal failure in patients undergoing thoracoabdominal aortic an-
eurysm repair” in the Journal of Vascular Surgery (2004;40:1067-
73). The purpose of the study was to address the importance of
selective kidney perfusion with assessment of intrarenal pressure
measurement during thoracoabdominal aortic aneurysm (TAAA)
repair.
The published data are a compilation of data derived from two
different centers where the senior author worked. In this retrospec-
tive analysis, we attempted to bring together sets of data highlight-
ing our experience with TAAA repair obtained in the two centers.
We have recently reassessed the different data sets and we encoun-
tered several flaws.
First, patients operated on for TAAA without selective perfu-
sion, or with selective perfusion but without pressure measure-
ments, were not included. This means that enrollment was selec-
tive, indicating that the series was not consecutive and that a
systematic bias influenced the results. Subsequently, the reported
outcome of the selected group does not reflect the outcome of
TAAA patients in general. This might be misleading for the
readers.
Second, during reanalyzing the different data sets, some in-
correct assessments were discovered.
Finally, it appeared that different definitions were used in the
different data sets; for example, with regard to mortality, we
reported on 30-day mortality whereas it should have been in-
hospital mortality.
The main conclusion of the article is that selective renal
perfusion with pressure measurements is an effective measure to
protect renal function during TAAA repair. As a result of the flaws
in the article, we cannot sustain the validity of our conclusions.
Furthermore, the above-mentioned issues indicate that this mo-
dality should have been assessed and described within the scope of
the overall cohort group of patients.
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Volume 43, Number 2 Letters to the Editor 429We strived for publication of an erratum by correcting the data
collection errors; however, historical, detailed primary data of the
different data sets appeared to be incomplete or not all accessible,
not allowing accurate reanalysis. Based on these arguments, we
propose to withdraw the publication.
Obviously this has been a difficult decision, and the question
that has to be raised is how such errors can be prevented in the
future? It is logical but imperative that a retrospective study with
analysis of data derived from different data sets and different
centers requires strict definitions of inclusion and exclusion crite-
ria, as well as end points.
The main lesson, however, is that the principal investigator
should have and keep control on the entire “life cycle” of a
retrospective clinical study, especially if the study has a long his-
tory. This life cycle not only includes the design of the study
protocol, assessment, and writing the manuscript, but also collect-
ing the data. Specific data sets that have been used for other
publications cannot automatically be pooled for another article
before reassessment of the individual data confirms alignment with
the study protocol and definitions. This certainly accounts for data
derived from different centers.
Michael J Jacobs, MD
Randolph G. van Eps, MD
Dick S. de Jong, CCP
Geert Willem Schurink, MD
Bas Mochtar, MD
Department of Vascular Surgery
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Reply
The editors would like to thank Dr Jacobs and his colleagues
for their willingness to acknowledge a significant problem with
their previously published manuscript “Prevention of renal failure
in patients undergoing thoracoabdominal aortic aneurysm repair”
(JVS 2004;40:1067-73). As noted, during reanalysis of the data
used in this previous manuscript, they discovered problems with
the data and its interpretation that raised questions about whether
the conclusions of that manuscript were correct. Fortunately for all
of us, Dr Jacobs and his colleagues were committed to the scientificuncorrectable problems, thereby prompting the withdrawal of this
manuscript.
Although the review process of the Journal of Vascular Surgery
is quite thorough because of the quality and commitment of our
reviewers, we do not review the source data for manuscripts and
therefore cannot independently confirm the accuracy of data that
are contained in each published manuscript. Thus, we, as editors,
reviewers, and the scientific community as a whole, rely on our
authors—particularly senior authors such as Dr Jacobs—to con-
firm the accuracy and integrity of data contained in manuscripts
submitted to the Journal.
In clinical studies such as Dr Jacobs’, this can be a difficult task
requiring review of numerous clinical data sources, and as shown
by the problem Dr Jacobs related, this can be made even more
difficult by the increasing use of clinical data repositories that are
subsequently analyzed in a retrospective manner. Usually when
such a database exists, source data are not re-examined despite the
known problems with such databases that include selective data
entry, changes in the definitions of data points with time, and
simple errors in data recording that can increase as such databases
grow in size.
Furthermore, as pointed out by Dr Jacobs, when two such
databases are combined, the risk of such problems is multiplied.
Confirming the accuracy of the data contained in these clinical
databases before analysis is critical, however, if the conclusions of
such studies, which may lead to changes in clinical care, are to be
valid. As noted, this responsibility for data accuracy lies with the
authors, particularly the senior author of a manuscript. The Jour-
nal of Vascular Surgery now requires one author to take overall
responsibility for each scientific study and publishes this informa-
tion with the article.
Dr Jacobs’ letter is a cautionary tale for us all, particularly those
of us who do clinical research. We need to be aware of these
potential problems and our responsibility for ensuring the accuracy
of data in the studies that we submit to the Journal of Vascular
Surgery. Ultimately, the conclusions published by our Journal and
used in the management of our patients depend on the care and
accuracy of the authors and their commitment to scientific integ-
rity.
Jack L. Cronenwett, MD, Editor
James M. Seeger, MD, Editor
Vascular Surgery
Dartmouth-Hitchcock Medical Center
Lebanon, NHvalidity of their reports and therefore notified the editors of these doi:10.1016/j.jvs.2005.11.036
RETRACTION STATEMENT
For “Prevention of renal failure in patients undergoing thoracoabdominal aortic aneurysm repair” J Vasc Surg
2004;40:1067-73.
This article has been retracted at the request of the chief editors and authors.
Reason: This article concluded that selective renal artery perfusion at adequate volume and pressure protects renal
function during thoracoabdominal aneurysm repair. The editors have retracted this article at the request of the
authors because of errors identified during a subsequent analysis of the data. These errors included selective patient
inclusion and varying definitions that led to a systematic bias in favor of the conclusion. As a result of these errors, the
validity of the published conclusions cannot be sustained. Unfortunately, not all of the primary data were still available
to potentially correct these errors. Readers should disregard any conclusions reached in this article about the value of
selective renal artery perfusion.
